MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DRPARTMENT OF PUBLIC MEALTH AND WEL FARKE is—mm___
Registration District No.. Lrlmn Registration District No. gaoé R N STATE FILE NUMBER .
DO NOT WRITE AMENDED *9 "y Reg ~=Registrar’s No. LGt -
ON THIS STUB
. 1. PLACE OF DEATH 2. USVAL IlBiDENCE (Where decel:cd Hived. [f institution: Residence before
VS 300 2. COUNTY 3 s STATE Mi Aagunib COUNTY 31“ admissian)

Rev. 4/59 b. CITY (If outside corporate limif, give TOWNSHIP only) Length of stey in 1b < cm' Tnvide Limim

oM Monedt 2 days o ashbuin Yes @ No O

O 5 I c. FULL NAME OF (I NOT in ho Ve ide Limits 3 outside, giva location]
1 . H F (I¢ T spital, give lacation} Inside Limin d. STREET I1# tside, locati F.
0 . { 1 g‘ - } Reside on Farm

2,5, ¢ ) wstivnioN  S£ Vincent's Hospital |Yegenen YO Nefm

3 3. NAME OF DECEASED First Middle Tast 4. DATE Month - Day Year

(Type or print) B eﬁo /LG/L )‘lnn, me,a&e_ : og:TH /na# ? I 96 3

5. SEX 6. COLOR OR RACE 7. Married [ Never Married P4 [8. DATE OF BIRTH | 9- AGE (last birthday) | IF UNDER | YEAR IF UNDER 24 HR

4 7
5 o f [ . Widowed [J Divorced ] 12_/5_-_@5 . / Meonths Days Houny Min.
&

DATE AMENDED

103. USUAL OCCUPATION (Give kind of work dene | T0b. KIND OF BUSINESS OR INDUSTRY|[ 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

during‘f}:nzf wg:,rking life, even if retired) 5 l f 5 /n R .

13a. FATHERS NAME 12b. MOTHER’S MAIDEN NAME “14. NAME OF HUSBAND OR WIFE

unknoun Mable Bunnette none

15, WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address

Yes, no, kn )[uf gt dates of —— ,ME g
{Yes, no, or unknown yes,'give war or dates o . ,[e \ /ni .

18. CAUSE OF DEATH (Enter only one cause per, INTERVAL BEYWEEN
PART . DEATH WAS CAUSED BY: - ONSET AND DEATH

IMMEDIATE CAUSE (n} _{#5*2, -ty 4 5

Conditions, if any, DUE TO (b) : A . 4 - L_ﬂhn‘
which gave risa to -
above :;uu ndh)' . . . . 7 L !g

tat r- I
ryin:'g cause laat, DUE TO (o) _f P SN R o i s 4 A B 2’

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART M), If deceased was dJemale was
disease condition given in PART | (a) there a pregnancy in [ast 90 days.

3 y | O Yes Wo I [1 Unknown

19. 'WAS A!TOPSY 20a. ACC;:EIJENT SUKE:.—!IDE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1| or PART Il of item 18.)
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AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

ves ¥ NOLT

Z0c. TIME OF ool Month, Day, Year |
INJURY sm.
p.m.

20d. INJURY OCCURRED e. PLACE CF INJURY {a.g., in or about home, | 20f. CITY,, TOWN, OR LOCATION COUNTY
WHILE AT WORK [] farm, fa:mry strast, office bldg., etc.) .
NOT WHILE AT WORK (]

y | |
.21. | attended the decsased from g/ 7/6’&3 ‘ b_‘iL.ma_nnd last nwwhvﬂ on ‘5'1 QIé 3

Death occurred &t 5 : _D—D rﬂ m . m on the date stated sbove, and to the best of my knowledge, from the causes stated.

MEDICAL CERTIFICATION

USE BLACK INK

22a. SIGNATYRE { ree or. titla} ' Q 22b. ADDEES§ 22c. DATE SIGNE!
- N TP PP g /3 >

23a. BURIAL, CREMATION, ﬂl.’aib PDATE X 23c. NAME OF CEMEYERY OR CREMATORY 23d. LOCATION (City, town, ar county) (State) 7

Hurial | 512193 | adhbunn Prgjiag

e Banny Cqun% Missouni
24. FUNERAL DIRECTOR ADDRESS 25. DATE W . BY REG. | 26. REGISTRA?S GNA? P
A ulver's - . |8=1/3- 63 (7o F7- M&J/

{Licansed Embaimer’s Statement on Reverse Side}

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.
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1

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by : Student Embalmer No.

Iy

working under my personal supervision.

Student - Signed &
Signature of Student Embslmer .

Licensed Embalmer No %3/7 .
P.O. AddressM%- ,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constfitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
. If this. body is not embalmed, fact should be so stated above.
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